Extradural infusion analgesia for postoperative pain relief.
Echocardiography and chest trauma
Sir,-We read the letter by Fleyfel and colleagues [1] with interest. They stated that the use of echocardiography in the diagnosis of traumatic intrapericardial diaphragmatic hernia was unhelpful because of extensive surgical emphysema over the left hemithorax. They did not state the mode of echocardiography used but we assume it was transthoracic and not transoesophageal. While accepting that they may not have had access to either a transoesophageal echocardiograph or the availability of an experienced operator, there is no doubt that transoesophageal echocardiography would have clearly demonstrated the presence of a significant intrapericardial lesion despite subcutaneous emphysema. It would also have confirmed the absence of other forms of cardiac or pericardial trauma.
Transoesophageal echocardiography is a minimally invasive investigation which, if available, should be considered in all cases of major blunt chest trauma as it reliably identifies the presence of pericardial effusions and tamponades, atrial thrombi, traumatic valvular disease, myocardial contusion and usually ascending aortic dissection [2] . These lesions are often not visible using transthoracic echocardiography and more than 10% of these lesions may be missed at subsequent surgery [3]. Transoesophageal echocardiography may be performed in the emergency department or operating theatre and reduces the need for patients to be transferred to remote locations for examinations such as computerized tomography (CT) or aortography.
We suggest that in the case described, transoesophageal echocardiography would have been extremely useful and may have speeded up the diagnosis and reduced the need for a CT scan. The case demonstrates well the difficulties encountered in diagnosing injuries in blunt chest trauma and is a good example of a case in which transoesophageal echocardiography may well have been of great value in providing a clue as to the cause of the lifethreatening cardiac tamponade encountered. We feel that awareness of its potential in such situations should be promoted and its use encouraged. The other major difference between our results and those of Chirwa, MacLeod and Day were that we demonstrated significantly earlier mobilization and discharge in bupivacaine-treated patients. We considered this to be the most important benefit resulting from the use of bupivacaine. The current study has not surprisingly failed to demonstrate any effect of (short-acting) prilocaine on mobilization after discharge, but does not appear to have reported the time to mobilization in the early recovery phase. 
